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Abstract
Over 26 million U.S. citizens have a form of arthritis; osteoarthritis (OA) is the most
common form. Self-efficacy (SE) is defined as a psychological construct which identifies
an individual’s confidence when performing a behavior. SE is deemed a vital judge of
self-management (SM) in those with OA. The purpose of this evidence-based practice,
quality improvement project was to improve SE in OA patients. The identified gap in
nursing practice was the lack of SE in OA patients. The project question asked whether a
toolkit with information regarding SE in OA can improve SE of management of diseaseassociated symptoms in adults with OA as evidenced by improved Arthritis Self-Efficacy
Scale (ASES) scores pre- to post-program. Concepts and theory used to inform the
doctoral project were SE, pain, SM and OA, and Bandura’s theory of SE. The sources of
evidence were obtained from a variety of peer-reviewed journals related to OA
management, and the outcome was measured using the ASES. Thirty-five participants
(16 males and 19 females) with a mean age of 62 from a physical medicine and
rehabilitation clinic in San Antonio, Texas participated in the project. The National
Institute of Arthritis and Musculoskeletal and Skin Disorders 2015 Handout on Health:
OA was used as the SE OA toolkit. Mean scores from pre- and post-program were
tabulated and compared to determine the outcome. Results showed improved ASES
levels by 11.84%. Implications for nursing practice and positive social change include the
enhancement of SE levels, which can improve compliance in SM by use of a toolkit and
further as policy implementation for OA patients to improve SE and SM abilities.
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Section 1: Overview of the Evidence-Based Project
Introduction
Over 26 million U.S. citizens have a form of arthritis (Centers for Disease Control
and Prevention [CDC], 2014), and osteoarthritis (OA) is the most common form of
arthritis (Litwic, Edwards, Dennison, & Cooper, 2013). Self-efficacy (SE) is a
psychological characteristic which can improve and is a significant factor for those
suffering with pain and other symptoms of OA (Marks, 2014; Somers, Wren, & Shelby,
2012). More specifically, SE is an individual’s belief of their ability to manufacture a
performance level which influences life events (Bandura, 1994). Bandura (1977) argued
that the definition of SE is a person’s confidence in their aptitude to accomplish activities
essential to create precise routine fulfillments. Somers et al. (2012) argued that it has
been found that patients suffering with OA are more likely to have low levels of SE due
to pain, pain-related disability, and pain-related psychological distress.
There is significant correlation between SE and health status measures showing
that SE levels predict health behaviors such as pain coping strategies, eating behaviors,
and physical activity (Brady, 2011; Swift, 2012). Thus, the higher the SE level, the
greater physical activity performed, the more effective pain coping strategies are, and the
easier people can perform eating behaviors (Brady, 2011; Swift, 2012). Pain, function,
mood ratings, depression, stiffness, physical well-being, and mental well-being are all
affected in the disease process of OA (Brady, 2011). Allegrante and Marks (2003)
posited that SE is associated with health behaviors, to include compliance, and
heightened SE can enhance interventions for OA. Benyon, Hill, Zadurian, and Mallen

2
(2010) performed a systematic review to evaluate SE and coping strategies in adults with
OA. SE was identified as a strong predictor in disability (Benyon et al., 2010). Allegrante
and Marks found that SE has been strongly correlated with pain coping mechanisms by
OA sufferers. Benyon et al. concluded that SE is an important prognostic factor for those
suffering with OA. Furthermore, Benyon et al. urged that research be done to assess how
important coping tactics are in caring for OA due to the minimal data in the literature.
Finally, Benyon et al. believed that with additional research, the health care world will
gain a better understanding of how coping tactics relate to OA suffering. This information
could lead to a greater delivery of patient care and respectively, positive patient
outcomes.
In this project, I evaluated the impact of a SE toolkit on patients living with OA as
assessed by pain, pain-related disability, and pain-related psychological distress levels.
Due to the chronic nature of OA, multiple interventions are often required to combat
these symptoms for patients to have a high quality of life (Somers et al., 2012). These
interventions include communication abilities, problem solving, cognitive management,
relaxation, and pain instruction (Somers et al., 2012). These interventions relate to this
project because they have been identified as directly related to a person’s SE in managing
pain and other disease symptoms (Somers et al., 2012). Intervention protocols have been
identified as common treatment forms for patients with OA (Somers et al., 2012). By
examining these intervention protocols, low levels of SE in OA patients could be
identified. I will discuss this further in the following subsection. The goal of this project
was to improve SE in persons suffering with OA. This project can provide society with
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positive outcomes by enhancing SE levels in relation to pain, pain-related disability, and
pain-related psychological distress levels in OA sufferers.
SE is defined as a psychological construct that identifies an individual’s
confidence when performing a behavior (Allegrante & Marks, 2003). Approximately 27
million U.S. citizens age 25 and older are currently suffering with OA (National Institute
of Arthritis and Musculoskeletal and Skin Diseases [NIAMS], 2015). SE is deemed a
vital judge of pain coping means in those suffering with OA (Allegrante & Marks, 2003).
A strong inverse link has been found between pain severity and SE (Blamey, Jolly,
Greenfield, & Jobanputra, 2009). Furthermore, a systematic review performed by Reid et
al. (2008) concluded that OA patients who confidently perform self-management
measures report lower pain levels and make less provider visits. Benyon et al. (2010)
argued that SE in relation to coping strategies is significant in foretelling factors for those
suffering with OA (as cited by Swift, 2012). They concluded that lower SE levels can be
problematic for OA sufferers.
The local nursing practice problem that I focused on in this doctoral project
identified low SE levels in people with OA. The local relevance of the need to address
the problem was to improve this population’s SE so that they may better care for
themselves. The results of this doctoral project hold significance for the field of nursing
practice by providing additional information to assist in elevating SE levels in OA
patients. Higher SE levels have the potential to improve patient outcomes (Swift, 2012). I
aligned this doctoral project with the types of scholarly projects conducted by DNPprepared nurses by developing and planning for quality improvement, performing a
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secondary data analysis to inform decision making and an evaluation of a current
healthcare practice or program. By obtaining, examining, and implementing information
on SE in patients with OA, nurses and interprofessional colleagues will have additional
information about how patients with OA are impacted with the implementation of a SE
toolkit.
Purpose Statement
The purpose of this evidence-based practice (EBP) quality improvement project
was to evaluate the promotion of SE in patients with OA. I identified the lack of a SE
toolkit for OA patients as the meaningful gap in practice. The project question asked
whether a toolkit with information regarding SE in OA improves self-management of the
disease-associated symptoms of pain, pain-related disability, and pain-related
psychological distress levels in adults with OA. This doctoral project had the potential to
address that gap-in-practice by contributing to the literature that the OA information
included in the toolkit does improve SE, pain, pain-related disability, and pain-related
psychological distress levels. Therefore, the goal of this project was to improve SE in OA
patients.
Nature of the Doctoral Project
I found evidence foundational to this project in peer-reviewed journals, search
engines, and national healthcare organizations. To provide information on educational
programs and SE, the following evidence was used to support this project. Unsal and
Kasikci (2010) explored whether an educational program on SE acuity would create a
positive effect for individuals with arthritis. The Arthritis Self-Efficacy Scale (ASES)
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scale showed a significant change in ASES scores between the experimental and control
group suggesting that the educational program was effective (Unsal & Kasikci, 2010). A
similar study conducted by McKnight, Afram, Kashdan, Kasle, and Zautra (2010)
evaluated SE on physical functioning in those with OA. They found that treatment which
enhances a patient’s SE can end the sense of helplessness. This finding supports therapies
to promote SE to improve patient outcomes.
To achieve the purpose of this doctoral project, the evidence I collected to assess
the outcome was ASES levels. Scores were obtained initially when an individual began
treatment at a physical medicine and rehabilitation (PMR) clinic for their OA and again
after 12 visits, or one month’s time, of treatment and education with the SE toolkit. The
scores were then compared to assess how the introduced education of the NIAMS (2015)
OA: Handout on Health and McKenzie exercises used at the PMR clinic change ASES
scores (The McKenzie Institute USA, 2016). The percentage difference was the main
subject of evaluation. The design and method I chose to accompany this project was a
before and after quality improvement project. I will provide a more detailed discussion of
The NIAMS Handout and McKenzie exercises in Section 2.
To expound on ASES, this measure is a common scale utilized to evaluate
participants’ SE when dealing with OA and was developed by Lorig, Chastain, Ung,
Shoor, and Holman (1989). This scale primarily evaluates SE in relation to pain, painrelated disability, and pain-related psychological distress which results from the OA
disease process (Stanford Patient Education Research Center, n.d.). Barry, Guo, Kerns,
Duong, and Reid (2003) argued that pain and SE are strongly related which provides
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further evidence that ASES is a notable measure for this project. The identified potential
positive social change implications of this doctoral project were an enhancement of SE
levels in relation to pain, pain-related disability, and pain-related psychological distress
levels in OA sufferers. This doctoral project’s purpose was to connect the gap-in-practice
of a SE toolkit to patients with OA and the use of an educational program to elevate SE
levels.
Significance
It is estimated that more than 90 million people living in the United States are
plagued with one or more chronic disorders (Hoffman, 2014). In the nursing field, this
signifies a large patient population that requires a high level of patient empowerment so
that they can better live with their disease (Hoffman, 2014). While patients are often
expected to handle their symptoms with the help of their health care team, only a small
portion has the mental, emotional, or physical ability to do so (Hoffman, 2014). This
problem has been seen throughout other disciplines as well. The Institute of Medicine
(2003) recently argued that managing symptoms for chronic diseases can improve patient
care outcomes. Enhancing a person’s ability to manage a chronic health condition was a
priority recently identified as a quality improvement measure (Institute of Medicine,
2003). Similarly, Askham, Coulter, and Parsons (2008) reported that the World Health
Organization promotes that those suffering with chronic illnesses need to be empowered
and educated to manage their health care situation. The agreement between the Institute
of Medicine, Hoffman (2014), the World Health Organization, Somers et al. (2012), and
Askham et al. illustrates the growing need for SE in chronic disease patient populations.
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By making this topic a focus of discussion and active involvement, new research could
significantly enhance health care outcomes for all Americans (Institute of Medicine,
2003).
SE promotion can assist learning new behaviors by adapting a maladaptive
behavior to a positive behavior through positive reinforcement (Zulkosky, 2009). The
significance of this project to nursing practice lies in a form of education to be used to
assist patients in achieving greater control over their disease process and ultimately
improve patient outcomes. When educating patients, multiple aspects about the person
needs to be assessed to ensure the most effective form of teaching is provided (Adams,
2010). These aspects include education level, literacy level, readiness to learn, the
presence of a strong support system, home environment, and the need of community
resources (Adams, 2010).
OA often causes patients to report high levels of pain, disability, and distress
(Somers et al., 2012). When determining which treatments will be most effective,
biopsychosocial models are often the most researched (Somers et al., 2012). SE, as a
psychological concept, has been identified as the most helpful construct in managing OA
symptoms (Somers et al., 2012). Somers et al. (2012) claimed that pain, pain-related
disability, and pain-related psychological distress levels show a strong correlation with
reported SE levels. If nurses can elevate patients’ SE levels, then it can be hypothesized
that higher SE levels can improve OA symptoms and ultimately improve patient
outcomes.
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Increasing health care costs have influenced all health care team members to
encourage patients’ use of disease symptom self-management (Hoffman, 2014). Patients
are now expected to take a greater role in the management of their health (Hoffman,
2014). The identified stakeholders for this project include all health care providers that
treat patients suffering with OA. These providers include medical doctors, doctors of
osteopathy, physician’s assistants, nurse practitioners, chiropractors, and physical
therapists. By addressing OA and SE levels, these stakeholders can use this information
to better serve and care for OA patients. A potential contribution of this doctoral project
to nursing practice is the provision of an effective educational toolkit to OA patients that
can improve patient’s OA symptomology. Since patient teaching is a core nursing
responsibility, this toolkit will provide the nursing field with additional resources for their
patients. Furthermore, this project has a high potential to transfer the information to other
practice areas such as medicine, chiropractic, physical therapy, and even psychology.
This project can provide these specialties with additional information in relation to
behavioral and psychosocial interventions that have become an area of increasing
research interest (Somers et al., 2012).
This project has the potential to improve people’s lives through elevating their SE
so they can more effectively live with their OA. If pain, pain-related disability, and painrelated psychological levels can improve, patients should be better able to better care for
themselves through self-management. By identifying an educational toolkit that increases
SE for people with OA, mental, physical, and emotional disorders can be minimalized or
even eliminated by showing patients that they are still able to care for themselves. This
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would provide positive social change. For persons coping with OA, SE could be
especially significant for managing pain and other symptoms because SE can impact
whether patients try to manage their disorder and whether they continue their
management attempts when faced with challenges (Somers et al., 2012).
Summary
The CDC (2015) estimated that nearly half of the U.S. population may develop
symptomatic OA by the age of 85. The CDC argued that in 2005, approximately 27
million adults were plagued with OA. This problem does not only cause personal issues
through physical and lifestyle effects, but OA is also an economic burden for the patient,
insurance companies, and nation-wide health care system (CDC, 2014, 2015; Litwic et
al., 2013). The economic burden of OA is in dire need of attention due to the high
frequency of its distribution in the population (Litwic et al., 2013). Total OA individual
patient costs annually average $5,700 in 2000 (CDC, 2014). OA accounts for
approximately 6% of all arthritis-related deaths (CDC, 2014). Increases in morbidity and
mortality related to OA are large signifiers for the need of supplementary attention to this
health concern (CDC, 2014). By further examining these factors, it is possible that
morbidity and mortality rates could decline.
The purpose of this DNP project was to promote SE in patients with OA using a
toolkit and then evaluate the toolkit’s effectiveness by ASES. The desired outcome was
to view an increase in SE levels after implementation of patient education with a SE
toolkit. This project will further nursing practice through the development and planning
for quality improvement, conducting analysis of supplementary data to inform decision
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making, and providing an evaluation of a current healthcare program or practice. The
results of this project could assist in the development and planning for quality
improvement in health care settings for patients suffering with OA. Decision making
could be assisted by the results of this project filling in the nursing practice gap related to
this pressing issue. Finally, the results of this project will provide an evaluation of a
current health care program being used in current practice. I believe this project will
assist other fields of practice, such as psychology, medicine, physical therapy, and
chiropractic, by providing additional information about a current health care program and
showcasing the patient’s journey through the OA process with their SE beliefs.
Enhancing SE beliefs raises the chance of conduct development critical to a successful
self-management process (Marks, 2014). Multiple experts in the medical community
have strongly endorsed to assess SE in OA patients often (Marks, 2014). By regularly
assessing SE, health care members and researchers obtain extra information about moods,
thought patterns, impulse levels, and emotive causes that can prompt actions which
promote health (Marks, 2014).
To further comprehend this issue and the project, the idea of concepts, models,
and theories will need to be discussed in greater detail to successfully understand and
implement this project. I will provide this information in the next section. After
reviewing the problem, the corresponding plan for project implementation is the next step
in the process for a quality improvement project. This problem showcases a strong
mandate for further intervention to explore the possibility of a solution. This solution
could be as simple as the addition of an educational toolkit which could improve pain,
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pain-related disability, and pain-related psychological distress. I researched this
hypothesis to view how it will assist OA sufferers. In the next section, I will discuss the
background and context of this issue.

12
Section 2: Background and Context
Introduction
Nurses are known for their positive patient advocacy efforts. The local nursing
practice problem that I focused on in this doctoral project was low SE levels in people
with OA. The purpose and goal of this EBP, quality improvement project was to promote
SE in patients with OA. I identified the lack of a SE toolkit for OA patients as the
meaningful gap in practice. The identified question asked whether a toolkit with
information regarding SE in OA improves self-management of the disease-associated
symptoms in adults with OA. This research problem and question were consistent with
nursing investigation procedures to create positive patient outcomes.
Theory and Concepts
Ideas such as concepts and theories are often used to guide research to keep a
similar organization style to communicate knowledge (University of Florida, 1996). I
chose pain, OA, SE, and self-management as the concepts to center this doctoral project
around. The theory used to advise this DNP project was Bandura’s theory of SE. This
theory has shown to be an effective guide in varying levels and domains of research
(Artino Jr., 2012). Furthermore, OA, SE, pain, and self-management have been the topic
of investigations in numerous studies to contribute to society and impact social change.
Concepts
I chose Bandura’s theory of SE (1977) to guide this project. Bandura (1977)
argued that the definition of SE is a person’s confidence in their aptitude to accomplish
activities essential to create precise routine fulfillments. Pain has many definitions but
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should be looked at as being truly subjective; furthermore, pain relief is a legal and basic
human right (Cheng, Foster, & Huang, 2003). Pain is slightly different than OA, SE, and
self-management because it is the foremost motivation that people pursue healthcare
(Cheng et al., 2003). The concept of self-management in the healthcare setting denotes a
person’s capability to cope with symptoms, treatment, physical and psychosocial
concerns, and lifestyle alterations characteristic of living with a long-lasting disorder
(Omisakin & Ncama, 2011). Finally, OA is a joint disease that can lead to loss of quality
of life and severe disability (Uchoa de Rezende, Constantino de Campos, & Pailo, 2013).
These concepts were guiding factors toward the successful completion of this project and
knowledge dissemination.
My rationale for using SE as a concept for this doctoral project was due to SE
being a mental representation of a person’s ability to perform a task. Measuring selfmanagement can monitor an individual’s situation (Omisakin & Ncama, 2011). This acts
as an assessment step. Furthermore, measuring self-management can provide feedback
which can directly relate to enhancing quality of life (Omisakin & Ncama, 2011). These
concepts are extremely important to nursing practice so that nurses can adequately and
competently use the nursing process successfully. If nurses can properly assess these
concepts in their patients, then they will be able to use the nursing process to act with
interventions to optimize patient outcomes (Bay & Algase, 1999; Howe, 2012).
Bandura’s Theory of SE
The theory I chose for this project was Bandura’s theory of SE. This theory
encompasses behaviors, environment, and personal and cognitive factors which influence
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SE (Nursing Theories, 2012). While these factors all affect each other, the cognitive
factors are the most important (Nursing Theories, 2012). This theory relates to this
project by discussing human functioning, motivation, behavior, and beliefs that are
strongly connected to what a person does and does not accomplish (Pajares, 2009).
Bandura’s theory of SE explains the relationship between personal beliefs and
daily functioning (Pajares, 2009). The belief of SE is more likely to determine behavior
than the belief of an outcome (Pajares, 2009). Wood and Bandura (1989) argued that
Bandura’s theory of SE illustrates a person’s self-reliance in their capability to
demonstrate the enthusiasm, achievement strategies, and intellectual properties required
to successfully accomplish the procedures in their life. Furthermore, Daltroy (1993)
claimed that elevated levels of SE for executing health activities are conjectured to enable
people’s enhancement of their wellbeing. When this theory was developed, it was
initially utilized to check the hypothesis that exposure to treatment conditions could result
in behavioral modification by modifying an individual’s strength and level of SE (Smith
& Liehr, 2003). Results showed that SE was foretelling of succeeding conduct, and
endorsed achievement caused more powerful and more widespread SE prospects (Smith
& Liehr, 2003).
Synthesis of Primary Writings: Bandura’s Theory of SE
In 1986, Bandura published the initial writings on the critical factors of human
motivation and behavior (Pajares, 2009). This writing discussed the social learning
theory, which then turned into the social cognitive theory (Nursing Theories, 2012;
Pajares, 2009). The SCT states that learning happens in a social atmosphere with a
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vigorous and mutual interaction of the behavior, environment, and person (Boston
University School of Public Health, 2013). The concept of SE was added after the
evolution of the social learning theory to the social cognitive theory in 1997 (Boston
University School of Public Health, 2013; Pajares, 2009). The theory of SE furthered the
discussion about capabilities, self-perceptions, and personal judgments (Pajares, 2009).
Investigative findings have identified this theory as an instrumental component in human
beliefs, motivation, and action (Pajares, 2009). Clearly, this theory can continue to be
used to close further gaps-in-practice in relation to SE.
The concept of SE. The concept of SE has recently been analyzed for further use.
Zulkosky (2009) performed a concept analysis of SE using Roger’s model which
included the concept definition, explanation of surrogate terms, a description of the
concept attributes, identified concept antecedents and consequences, and a discussion of a
model case of the concept. Bandura (1995) secured the concept definition of SE as a
component of thought that influences a person’s motivation, behavior, thought, and
feelings (as cited by Zulkosky, 2009). Zulkosky claimed that the significance of SE is
extremely elevated; the greater the degree of perceived SE, the more advanced the goals
will be that individuals set for themselves, which steers to a more sophisticated echelon
of commitment to the goals. The identified concept attributes are cognitive processes,
affective processes, and locus of control (Zulkosky, 2009). Cognitive processes allow for
a person to use their thought processes to control aspects that affect their daily lives
(Bandura, 1989). Affective processes can indirectly and directly alter cognitive processes
and are dependent on how effective an individual believes they can cope (Zulkosky,
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2009). Locus of control, also known as destiny, can be described as a person’s thoughts
about the primary reason of events in their lives (Zulkosky, 2009). An individual who
effectively uses affective and cognitive processes to achieve a wanted outcome is one
who has a high level of SE (Zulkosky, 2009). This is an illustration of having confidence
in an internal locus of control (Zulkosky, 2009). If SE levels can be increased, individuals
will be more likely to set higher goals and be committed to achieving those goals.
Social experiences ultimately affect someone’s SE (Zulkosky, 2009). A person
cannot obtain SE before they learn the behavior and believe they can carry out the
behavior (Zulkosky, 2009). SE antecedents are social experiences, vicarious experiences,
performance accomplishments, verbal persuasion, and physiological cues (Bandura,
1977). When a person can rely on physiological cues, accurately complete a task, watch
another person accomplish a skill, or obtain positive reinforcements about completing a
skill, they can achieve a sense of SE (Zulkosky, 2009). SE consequences are events that
follow the concept of low levels of SE (Zulkosky, 2009). Identified low levels of SE are
higher levels of depression and stress, lower motivation levels, focusing on potential
complications, judgments of SE, and avoiding complex responsibilities (Zulkosky, 2009).
Thus, higher SE levels should decrease the amount of SE consequences.
A model case of the SE concept was analyzed to identify proper usage (Zulkosky,
2009). Schunk (1981) performed a research study on children with a decreased level of
arithmetic accomplishment to view whether perceived SE was a truthful prognosticator of
mathematical presentation (as cited by Zulkosky, 2009). Schunk’s hypothesis ultimately
rendered correct–perceived SE was an accurate predictor of mathematical performance
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(as cited by Zulkosky, 2009). Furthermore, the model case showcased the three major SE
attributes: locus of control, affective processes, and cognitive processes (Zulkosky,
2009). It is possible that elevated performance can stem from higher perceived SE levels.
The concept of pain. The concept of pain was originally described by Plato,
Aristotle, and Descartes (Cheng et al.2003). Plato described pain as soulful emotional
experiences from peripheral noxious stimuli (Cheng et al., 2003). Aristotle also described
pain as a type of emotion–the opposite feeling of pleasure (Cheng et al., 2003). This
unpleasantness included a condition of feeling and a feature from the soul (Cheng et al.,
2003). Finally, Descartes illustrated pain as more of a connection or disconnection
between the soul and mind (Cheng et al., 2003). These early philosophers all had the
same pain theme with the similarity of including both mind and soul.
The concept of self-management. The concept of self-management has been a
wide topic of discussion for the past 40 years (Ryan & Sawin, 2009). Initially, it was used
to describe the phenomena of process, program, or outcome (Ryan & Sawin, 2009).
Concept development has emerged so that there are multiple meanings of selfmanagement in various specialties (McCorkle et al., 2011). In the psychology domain,
self-management can be described as approaches utilized by individuals that effectively
direct activities toward objective achievement (Omisakin & Ncama, 2011). Identified
objectives include self-development, scheduling, planning, focusing, setting goals,
making decisions, self-evaluation, and self-intervention (Omisakin & Ncama, 2011).
Self-management has been identified as a concept which can facilitate and endow
individuals and their families to care for themselves in a way to meet patient and provider
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concerns (McCorkle et al., 2011). Thus, improving self-management of diseaseassociated symptoms can enhance patient wellbeing which can result in positive social
change.
The concept of OA. OA can be described as the most common form of joint
disease which often affects feet, hands, knees, and hips (Uchoa de Rezende, Constantino
de Campos, & Pailo, 2013). The first description of joint disease was identified by
Hippocrates in the Fifth Century AD (Arthrolink, 2016). This joint disease, described by
Hippocrates, included joint pain, inflammation, and joint dislocations (Arthrolink, 2016).
These are all current identified symptoms and signs of OA (Uchoa de Rezende et al.,
2013). Treatment modalities for this concept include medication administration, exercise,
nutrition, use of durable medical equipment, and surgical interventions (Uchoa de
Rezende et al., 2013).
Terms with Multiple Meanings
Self-esteem and self-confidence are concepts which can be easily connected to SE
(Zulkosky, 2009). Self-esteem and self-confidence differ from SE because they refer to a
person’s general measure of self-value or self-worth (Zulkosky, 2009). SE is more
directly concerned with their judgment or perception of ability to attain a specific goal
(Zulkosky, 2009). These two concepts obviously have dissimilar characteristics and thus
can be separated from SE (Zulkosky, 2009).
Perceived SE is considered a surrogate term that is used interchangeably to
express the concept of SE (Zulkosky, 2009). Perceives is a term explained by Zulkosky
(2009) as to become cognizant of, through perception. Zulkosky argued that the word

19
perceive is inferred in the definition of SE and does not alter the meaning. Furthermore,
Zulkosky continued that an accurate description of concepts helps clarify key
components for proper concept use.
Self-care and self-management are also two concepts which need to be outlined to
avoid confusion. Self-care has been identified as culturally and situationally influenced
(Omisakin & Ncama, 2011). Self-care includes an individual’s skill to care for oneself
and their act of undertakings needed for wellbeing (Omisakin & Ncama, 2011). Selfmanagement is an individual’s ability, with the help of others, to manage consequences
of chronic disease (Omisakin & Ncama, 2011). Identified others include community
members, health care professionals, and family members (Omisakin & Ncama, 2011).
Identified consequences include symptoms; lifestyle changes; treatments; and cultural,
spiritual, and psychosocial effects (Omisakin & Ncama, 2011). It is imperative to
understand the differences between these concepts to effectively plan and intervene in
patient care.
Arthritis and rheumatoid arthritis are concepts which can be connected to OA.
Arthritis is an overarching term to describe all inflammatory joint disorders (Drug Health
Review, n.d.). While arthritis encompasses OA, OA does not encompass arthritis (Drug
Health Review, n.d.). The differences in these concepts not only include the
pathophysiological aspects but also treatment and other self-care measures.
Relevance to Nursing Practice
In any nursing setting, nurses will encounter patients suffering with pain.
Additionally, with the incidence of OA being so high, the probability for a nurse to not
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encounter a patient suffering with OA is extremely low. Nurses advocate for the entire
patient to include physical, emotional, spiritual, social, financial, and safety care aspects
(University Alliance, n.d.). The three core values that nurses encompass are patient
equality, preserving human dignity, and freedom from suffering (University Alliance,
n.d.).
Observational knowledge is the primary means for learned behavior and is
communicated through displaying (Zulkosky, 2009). Ziegler (2005) argued that
promoting SE is significant in order to assist patients to understand new activities through
learning or demonstrating to change current maladaptive behavior through altering the
anticipated reinforcement. The topic of this study is relevant to nursing practice because
it assists in identifying the gap in research and nursing practice which involves improving
SE in OA patients.
The current state of nursing practice for improving SE in OA patients is the
encouragement of active and passive coping strategies (Nursing Times, 2012). These
have been standard practices used previously to approach this issue. Active coping
strategies include physical activity (Nursing Times, 2012). Examples of passive coping
strategies are resting, retreating, worrying, and trusting on others (Nursing Times, 2012).
Passive coping strategies have been linked to higher levels of disability and pain (Nursing
Times, 2012). Active coping and SE strategies can decrease disability levels and improve
overall mood (Benyon, Muller, Hill, & Mallen, 2013). This shows that current nursing
practice needs to be altered to encourage active coping strategies and SE rather than
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passive coping strategies. Furthermore, passive coping strategies could even be discarded
altogether.
This doctoral project advances nursing practice by providing active coping
strategies in a standard educational format for OA suffers so that their SE levels can
improve. The Handout on Health: OA information presented by the NIAMS (2015) was
chosen for this project. While there are multiple different educational resources available
via internet, magazines, pamphlets, and books, there is not one solid resource utilized to
educate and improve SE in OA sufferers. To further expound on the active coping
strategies, NIAMS encourages individuals plagued with OA to become educated on the
subject, consume healthy foods, maintain a positive attitude, have fun, make sleep a
priority, and stay active through strengthening, aerobic exercise, and flexibility.
Therefore, the NIAMS educational handout has the potential to improve SE levels for
those dealing with OA and hopefully become the standard of care for OA teaching.
Local Background and Context
A gap in knowledge was identified upon an established patient's progress
evaluation related to treatment she received for low back and bilateral knee OA in a PMR
office. The patient had initially entered the office with a chief complaint of constant
lower back and lower extremity pain rated as 9/10 via the Visual Analog Scale (VAS);
she used a walker to assist in mobility and showed signs of depression. After a complete
evaluation, she began a PMR treatment program for bilateral knee OA. After 4 weeks of
PMR treatment, a reevaluation was completed to show condition progression. Upon
examination, it was determined that the patient had subjectively and objectively improved
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immensely. The patient reported a 25% decrease in frequency, intensity and duration of
pain described as intermittent pain 5/10 VAS. She was also able to walk freely and
without assistance However, during the examination a gap in knowledge was identified
when the patient had become distraught; she began crying and asking if she would ever
be pain-free again so that she could perform previously enjoyed activities. This illustrated
a nursing practice problem by visualizing that she was unaware of her ability to perform
physically at a higher level. SE levels were an issue here because she thought she still had
pain-related disability even though she progressed to walking without an ambulatory aid.
While pain is subjective, her levels decreased even though she still complained of pain.
Objectively, her pain and pain-related disability improved. Her pain-related
psychological distress had not changed from her initial evaluation. Her severely low
levels of SE were the main reason for this scholarly project.
A before and after quality improvement project was chosen for this doctoral study
because of patient encounters illustrating severely low levels of SE. With the fast pace of
PMR clinics, many patients do not get the full attention they need in regards to
performing home self-management measures to treat their OA. This situation is
highlighted by the patient example explained in the prior paragraph. Improving her SE
levels could have shown the individual the progress that she made in the short period of
treatment she received. This could have pushed her to continue to work toward becoming
healthier and happier in her disease state.
This project was completed in the city of San Antonio, Texas in a PMR
clinic. The mission of this PRM clinic is to treat as many people as possible to get them
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out of their pain and suffering so that they may live a purpose filled life. The strategic
vision of this PMR clinic is to provide high quality care and to help others live healthy,
active lives. This vision aligns with the purpose of PMR and the goal of this project to
improve SE heights in individuals plagued with OA. PMR is a healthcare specialty that
promotes the return of full body function loss due to injury or disorders (Campellone et
al., 2014). This clinic treats acute and chronic pain with non-narcotic pain therapies such
as rehabilitation exercises, medical treatments such as large joint injections, and
chiropractic services. This clinic’s main patient population is individuals with OA,
ranging in age from 24 to geriatric age. The average patient age ranges around 65 years
old. In PMR, patients learn how to better care for themselves which in turn leads to better
patient outcomes (Campellone et al., 2014). PMR is a specialty that can take this type of
nursing practice problem and develop it into an idea that can guide EBP to better patient
outcomes.
Operational processes relevant to understanding the doctoral project include the
flow of patient care from an individual’s initial visit. When a person entered the PMR
clinic for OA treatment, they most commonly begin actual treatment on their second
visit. Their first visit includes a full history, physical, and radiographic studies. Their
second visit always includes their review of findings from the radiographs and often
receives a therapeutic injection to relieve pain and improve functionality. Visits three
through 11 include completing a minimum of two PMR exercises to include the
McKenzie Method Mechanical Diagnosis and Therapy (MDT), therapeutic injections,
and chiropractic care (The McKenzie Institute USA, 2016). The therapeutic injections
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include small to large joint injections, nerve block injections, and trigger point injections.
Visit 12 is when the reevaluation takes place. This exam is another history and physical
which is utilized to view a patient’s progress toward wellness and their goals. These
operational processes allow the best possible care to be given to patients by the health
care team. This information related to this project by highlighting the common treatment
for an individual who approaches a PMR office for OA treatment. Because this project
focused on individuals with OA, understanding patient flow measures and interventions
through a PMR office was paramount. These local processes highlighted that a PMR
office can facilitate the development of SE levels using a multidisciplinary approach
(Barlow, 2010).
Role of the DNP Student
I was currently employed at this clinic as a family nurse practitioner during the
project timeline. I completed this project on a major problem that affects almost 100% of
the clinic’s patient population. As stated above, I encountered a patient extremely
distraught about their lack of progress. I compared the patient’s clinic notes to the patient
so that the patient could view the objective progress shown. Furthermore, the patient’s
subjective VAS was compared from her first visit to the date of her reevaluation. At this
time, I became passionate about this topic and desired to review it further to improve
patient outcomes. It was important to understand that patient perspectives on care are
major factors for both patients and key stakeholders (Agency for Healthcare Research
and Quality [AHRQ], 2014). While positive patient experience and health care delivery
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can be significantly challenging, the focus was to improve the quality of health care for
all encompassing positive solutions (AHRQ, 2014).
Any potential biases I may possess were patients illustrating a questionable
subjective pain score with corresponding examination. Often times, patients report 10/10
VAS while they sat in the waiting room and carried on a laughable conversation with a
family member. This made me question the patient’s pain level and complaints. In order
to address this bias, I implemented a daily reminder on my project folder that stated that
pain is whatever the individual experiencing the pain states it is, existing whenever the
individual states it does (Cheng et al., 2003). Whether the bias was implicit or explicit,
taking steps to refrain from biases can rid a person from their negative thoughts (Boyes,
2015).
Role of the Project Team
A small project team was needed for the successful completion of this project. I
was the identified project director coordinating this scholarly project. The project director
led the team toward successful project completion. This project director used a
Chiropractor and executive associate of the PMR clinic team, as a project team member.
This individual was presented with background information and evidence of this gap in
practice throughout my DNP practicum. This project team member assisted with the
population selection as well as the distribution and collection of the ASES questionnaire
and NIAMS (2015) hand out. Weekly conferences were held between this project
director and project team to share experiences and insights related to the project.
Pertinent information was shared during non-scheduled meetings for a positive
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communication loop. The timeline of this individual’s responsibilities was to assess the
need for her services daily and ensure the amount of obtained data was collected within
the timeline. This project team member’s assistance was paramount to the success of this
project and to further the progression of nursing and EBP.
Summary
SE and OA are shown to be interconnected when referring to patient care.
Concepts used to inform the doctoral project include SE, pain, self-management, and OA.
The theory used to inform the doctoral project is Bandura’s theory of SE. I linked this
project with its relevance to nursing practice by caring for patients with OA, pain, and
providing patient education which is directly linked to their level of SE. The role of the
DNP project director was discussed as she was an employee of her practicum site with
the passion to create a positive social change for her patients. It was necessary to discuss
the plan for the collection and analysis of evidence for this DNP project. I will present the
sources of evidence, analysis, and a synthesis of generated evidence in Section 3.
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Section 3: Collection and Analysis of Evidence
Introduction
I identified decreased levels of SE in persons suffering with OA as the local
nursing practice problem for the focus of this DNP project. This project’s purpose,
completed as an EBP quality improvement task, was to appraise the advancement of SE
in patients with OA by assessing their SE levels, provide an educational toolkit on OA
with subsequent PMR OA treatment, and then reassess the patients’ SE levels. The
background and context of this topic was fully developed in Section 2 after the gap in
practice was identified. An established patient's progress evaluation post-PMR treatment
she received for low back and bilateral knee OA illustrated extremely low levels of SE.
Even though her subjective complaints of pain and her objective examination
significantly improved, the individual was displaying a need for a different type of
intervention. This background and context can be supported by Bandura’s theory of SE,
SE, OA, pain, and self-management. In this section, I identify sources of evidence,
published outcomes and research, archival and operational data, evidence generated for
the doctoral project, and data collection procedures.
Practice-Focused Question
I recognized reduced levels of SE in people with OA as the local nursing practice
problem in this project. The pinpointed gap-in-practice showcased that there is a
deficiency of SE in OA patients. The project question asked whether a toolkit with
information regarding improving SE in OA improved SE in patients with OA. The
outcome of the project was evaluated for effectiveness by ASES. I believe that providing
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answers to these questions may further nursing practice and other professions by filling
the gap in knowledge.
With this project, my target was to address the gap in practice by promoting SE in
patients with OA through an EBP quality improvement project. I chose a PMR clinic in
San Antonio, Texas as the study site location for this project using ASES to collect data.
ASES scores were obtained initially when an individual began treatment at a PMR clinic
for their OA symptoms and again after 12 visits, or one month’s time, of treatment and
education with the SE toolkit. The scores were then compared to assess how the
introduced education of the NIAMS (2015) OA Handout in a PMR setting affected ASES
scores (The McKenzie Institute USA, 2016).
Quality improvement as an outcome of EBP is the ultimate goal of knowledge
transformation (Stevens, 2013). This approach aligns directly with the practice-focused
question by transforming knowledge from health care team members to patients so that
the patient may have improved symptoms and quality of life. Quality improvement
approaches have been linked to creating new knowledge resources through EBP (Stevens,
2013). Applying quality improvement is a core competency for health care professionals
(Stevens, 2013). Lastly, quality improvement can assist in answering the practice-focused
question of this project by assessing organization, progression, and results for patient and
public necessities through comprehension and dimension (Stevens, 2013).
Operational Definitions
Arthritis Self-Efficacy Scale (ASES): ASES is a measure targeted at persons
diagnosed with arthritis, provided in the form of a questionnaire that identifies SE levels
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(Stanford Patient Education Research Center, n.d.). The measure addresses pain, painrelated disability, and pain-related psychological distress (Stanford Patient Education
Research Center, n.d.). The ASES has been modified many times to address the need for
ease in completing the measure. The ASES measure that I used for this project was the 8item ASES measure. To discuss the tool’s validity and reliability, Wilcox, Schoffman,
Dowda, and Sharpe (2014) recently investigated the ASES measure. Cronbach’s alpha
(0.87 to 0.94), omega (0.87 to 0.93), and greatest lower bound (0.90 to 0.95) internal
consistency measures were high (Wilcox et al. 2014). Concurrent validity of ASES scores
was significantly correlated with all assessed measures (p < 0.05; Wilcox et al., 2014).
No modifications were needed for this instrument.
Before and after quality improvement project: This is a systematic action which
leads to measurable changes in patient groups and health care services (Health Resources
and Services Administration, n.d.). A successful project focuses on patients, data use,
team collaboration, and systematic processes (Health Resources and Services
Administration, n.d.).
National Institute of Arthritis and Musculoskeletal and Skin Diseases (NIAMS)
Handout on Health: OA: This publication was created for persons suffering with OA by
the NIAMS domain of the National Institutes of Health (NIAMS, 2015). This publication
is not copyrighted as NIAMS (2015) encouraged readers to copy and distribute as many
duplicates as needed. The document provides a wealth of information regarding the
disease including self-management interventions (see Appendix A).
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New patient welcome packet (NPWP): This NPWP was developed by the PMR
clinic for the purposes of the clinic’s purpose, goals, objectives, and subsequent treatment
programs (see Appendix B). While the NPWP is administered by staff members who
have been trained in administering it, the overall validity of the NPWP has not been
established. The main Chiropractor at the PMR clinic, a leading expert in PMR, provides
expert testimony in the face validity of this tool. It has assisted her practice with valuable
information to appropriately and successfully treat her patients. Howard (2008) argued
that nonvalidated instruments should be validated prior to use but this does not mean that
diseases cannot be assessed. Howard continued that there are many clinical research
cases without an existing validated instrument for a proposed population or disorder.
Osteoarthritis (OA): OA is also known as ‘wear and tear’ arthritis or degenerative
joint disease (Arthritis Foundation, n.d.). OA is characterized by decreased space in a
joint when the cushion or cartilage breaks down and causes swelling, stiffness, and pain
(Arthritis Foundation, n.d.).
Physical medicine and rehabilitation (PMR): PMR, also known as physiatry, is a
medical specialty that treats musculoskeletal and nervous system ailments (American
Academy of Physical Medicine and Rehabilitation, 2016). Common PMR treatments
include rehabilitation exercises/physical therapy, use of durable medical equipment,
massage, stretching, medications, and referral to other specialists as needed (American
Academy of Physical Medicine and Rehabilitation, 2016).
Self-efficacy (SE): SE relates to an individual’s thoughts on their ability to
perform specific performance levels which influence their life events (Bandura, 1994).
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These ideas influence how an individual’s feelings, thoughts, behaviors, and motivations
affect their daily lives (Bandura, 1994).
Toolkit: A resource which guides an individual on how to use their resources to
improve the corresponding subject (Higgins, Kokotsaki, & Coe, 2012). Toolkits are
created with information gathered from research (Higgins et al., 2012).
The NPWP that is given to each patient on their initial visit was developed by the
executive staff at the PMR clinic which follows the Physician’s Business Solutions (PBS,
2015) program for clinic operations and management. The NPWP was created by
utilizing paperwork from PBS (2015) while also adding clinic specifics to streamline
patients through a comprehensive health history and physical. PBS offers thorough
guidelines in their program to ensure that private clinic ownership and operations run
smoothly in all aspects of office management.
Sources of Evidence
The identified source of evidence that I relied on to address the practice-focused
question was before and after intervention data from the ASES scale. These data were
collected from program participants. Viable patients were defined as those diagnosed by
examination and radiographs with OA who also complain of pain, pain-related disability,
and pain-related psychological distress.
The Arthritis Self-Efficacy Scale (ASES)
ASES is a scale focused on those suffering with arthritis; assessing SE levels; and
targeting pain, pain-related disability, and pain-related psychological distress levels
(Stanford Patient Education Research Center, n.d.). This handout was created by Lorig,
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Chastain, Ung, and Holman (1989), and this publication is not copyrighted. At the time of
the study, it was being distributed by the Stanford Patient Education Center (n.d.) as free
to use without permission (see Appendix C). This questionnaire has been reduced from
43 items, to 20 items, and then again to eight items (Medical University of South
Carolina, 2015). In this project, I used the 8-item questionnaire. The questions were as
follows:
1. How certain are you that you can decrease your pain quite a bit?
2. How certain are you that you can keep your arthritis or fibromyalgia pain
from interfering with your sleep?
3. How certain are you that you can keep your arthritis or fibromyalgia pain
from interfering with the things you want to do?
4. How certain are you that you can regulate your activity so as to be active
without aggravating your arthritis or fibromyalgia?
5. How certain are you that you can keep the fatigue caused by your arthritis or
fibromyalgia from interfering with the things you want to do?
6. How certain are you that you can do something to help yourself feel better if
you are blue?
7. As compared with other people with arthritis or fibromyalgia like yours, how
certain are you that you can manage pain during your daily activities?
8. How certain are you that you can deal with the frustration of arthritis or
fibromyalgia? (Stanford Patient Education and Research Center, n.d., para. 3)
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I performed the scoring by using a 1 to 10 scale where 1 begins with “very
uncertain” and 10 is “very certain.” If two numbers were circled, then the lower number
was coded (Stanford Patient Education and Research Center, n.d.). Overall scale scoring
is the mean of the 8-item scores (Stanford Patient Education and Research Center, n.d.).
NIAMS (2015) Handout on Health: OA
This document was available on the NIAMS (2015) website and provides readers
with information on the disease state of OA (see Appendix A). This informational toolkit
was not copyrighted. The main headings in this publication included:
1. Who Has Osteoarthritis?
2. How does Osteoarthritis Affect People?
3. Osteoarthritis Basics: The Joints and Its Parts
4. How Do You Know if You Have Osteoarthritis?
5. How Do Doctors Diagnose Osteoarthritis?
6. How Is Osteoarthritis Treated?
7. Who Provides Care for People With Osteoarthritis?
8. What You Can Do: the Importance of Self-Care and a Good-Health Attitude
9. Research Highlights
10. Hope for the Future
11. For More Information
12. Key Words (NIAMS, 2015, pp. 1)
Furthermore, this publication provided visual tools to illustrate the most common
areas for OA, a healthy joint, a joint with severe OA, and the different type of exercises
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recommended for persons with OA (NIAMS, 2015). This document also provided a
disclaimer in the initial paragraph that directed the reader to their provider if they had
additional questions after reading the document (NIAMS, 2015). Additional resources on
OA are located at the bottom of the document.
Patients were given the NIAMS (2015) Handout on Health: OA after their ASES
levels were assessed. The ASES was given to patients on their third visit and then again
on their 12th visit, or one month’s time. I compared the scores to answer the practicefocused question of whether an OA toolkit regarding SE improved self-management
disease-associated symptoms of pain, pain-related disability, and pain-related
psychological distress levels in adults with OA.
The relationship of this evidence to the overall project purpose can be clarified by
my theorized positive correlation that an OA SE toolkit would improve overall pain and
suffering of OA patients in ASES measured scores. The collection and analysis of this
evidence provided me with an appropriate way to address the practice-focused question
by illuminating that with the help of patient education as a SE toolkit, OA sufferers will
improve their overall quality of life and functionality so that they may live a purposefilled life. ASES assisted me in gathering evidence to illustrate this relationship.
Published Outcomes and Research
When performing the literature review for this project, a plethora of relevant
published findings and conclusions from other scholars and researchers was found.
Sources of evidence ranged from peer-reviewed journals and organizations that specialize
in OA and SE. Search engines such as Google, Bing, CINAHL, MedLine Plus, PubMed,

35
and the Cochrane Database of Systematic Reviews were searched. Evidence was
collected from journals including Pain, Musculoskeletal Care, BMC Musculoskeletal
Disorders, Journal of Orthopedic Sports Physical Therapy, Arthritis and Rheumatology,
Rheumatology, Journal of Advanced Nursing, International Journal of Caring Sciences,
European Journal of Physiotherapy, Journal of Gerontology, British Medical Bulletin,
Health Psychology, and Journal of Behavioral Medicine. Organizations that are national
leaders in OA and SE include NIAMS, CDC, National Institutes of Health Senior Health,
and Stanford Patient Education and Research Center. The three main educational sources
found for OA SE have been developed by the Arthritis Foundation (2015), Arthritis
Research UK (n.d.), and NIAMS (2015).
Literature search strategies utilized for this document were extensive in nature. I
included the terms osteoarthritis, pain, self-efficacy, self-management, concept of
osteoarthritis, concept of pain, concept of self-efficacy, concept of self-management,
patient education, behavior, disability, pain-related disability, pain-related psychological
distress, arthritis scale, arthritis symptom measurement, acute pain, and chronic pain.
These key words assisted in the identification and development of this literature review.
Publications from years 1977 to 2016 were utilized for references. Searching the
Walden University (WU) databases CINAHL and MedLine Plus, PubMed, and the
Cochrane Database of Systematic Reviews, 110,534 articles were found. The Google
search retrieved 38,200 results and the Bing search retrieved 682,000 results. Of these,
nine from WU databases, 55 from Google, and two articles from Bing were used
respectively. Finally, this literature review will cover the discussion of the relationship
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between OA, pain, SE, and self-management, current EBP guidelines for addressing SE
in OA patients, and patient education programs or teachings for elevating SE levels in
OA patients.
The purpose of the literature review was to identify whether there were any
previously identified EBP guidelines to address low SE levels in OA patients with an
educational toolkit or program. Over 27 million people age 25 and older living within the
United States are diagnosed with debilitating degeneration of the joints known as OA
(Lawrence et al., 2008). This statistic highlights a major population ranging from young
adults to elderly adults suffering from the same diagnosis. If even a small portion of this
population experienced low SE levels, this could significantly affect national processes
from prescribing medications and durable medical equipment to disability/ability to work
statuses. In contrast, by elevating SE levels in even a small portion of the identified 27
million, there could be less prescribing of pain medications and durable medical
equipment and increase individual functionality. This could result in nationwide positive
social change. Due to the lack of an established primary SE toolkit for persons suffering
with OA, this topic needs to be fully explored.
Some learning programs have been put into use for those suffering with OA.
Unsal and Kasikci (2010) explored whether an educational program on SE acuity would
create a positive effect for individuals with arthritis. The ASES measure showed
significant change in ASES scores between the experimental and control group
suggesting that the educational program was effective (Unsal & Kasikci, 2010). While
this was only one study involving the topic of arthritis, ASES measure, and educational
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program, it still correlates with this project director’s hypothesis that an educational
toolkit can elevate SE levels in OA sufferers. A similar study conducted by McKnight,
Afram, Kashdan, Kasle, and Zautra (2010) evaluated SE on physical functioning in those
with OA. They found that treatment which enhances a patient’s SE can end the sense of
helplessness (McKnight et al., 2010). While a decrease in physical functioning could
relate to feelings of helplessness, a contrasting perspective of an increase in physical
functioning could relate to no or lowered feelings of helplessness. This evidence supports
therapies to promote SE to improve patient outcomes.
Somers et al. (2012) identified that arthritis pain can cause distress in those
suffering with the disorder. Somers et al. researched whether current intervention studies
affected psychosocial and behavioral interventions on SE for symptom management in a
systematic review. Results illuminated that exercise interventions can improve SE levels
for managing pain and other symptoms (Somers et al., 2012). Instructor-led group
exercise and self-directed exercise were both found during research investigation. It was
found that both interventions can improve SE. However, the intervention showing the
greatest impact was beginning with instructor-led exercise and transitioning to selfdirected exercise in improving SE levels for pain and symptom management of arthritis
(Somers et al., 2012). Many individuals argue that they would exercise if they could, but
their pain is what prevents them from exercise. Initial exercise led by an instructor could
redirect thoughts of pain and reductions in physical functioning. Instructors could provide
verbal SE interventions to improve individual self-management of the disease. In this
project, the intervention of the NIAMS (2015) Handout on Health: OA was initially
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verbally taught to patients. They were then encouraged to read it again at home and return
with any questions as needed. Somers et al. supported the initial verbal contact with
patients then continue with self-driven interventions.
Recommendations from Somers et al. (2012) include examining minority
populations with psychosocial and behavioral arthritis interventions due to the lack of this
research in the literature. Minority populations were identified as those with differing
ethnic and racial backgrounds (Somers et al., 2012). Somers et al. concluded that ASES is
one measure which could be utilized in clinical practice in order to identify arthritis
sufferers with low SE levels. Somers et al. supported the purpose and action of this
project.
There is significant correlation between SE and health status measures (Brady,
2011). Pain, function, mood ratings, depression, stiffness, physical well-being, and
mental well-being are all affected in the disease process of OA. Brady (2011) argued that
SE has been shown to forecast health activities such as pain coping approaches, eating
manners, and physical activity. Thus, meaning if someone believes that they can manage
their pain, then the results of their pain management actions are effective. Allegrante and
Marks (2003) continued on that SE is associated with health behaviors, to include
compliance, and heightened SE can enhance interventions for OA. Therefore, increased
SE levels can improve OA symptoms after OA interventions. Furthermore, Blamey,
Jolly, Greenfield and Jobanputra (2009) studied arrays of pain and SE for patients who
attended an outpatient rheumatology clinic who had any form of pain or arthritis. They
found a strong inverse link between pain severity and SE. While this study was not
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inclusive for OA only, it still provided a strong correlation and pain is a major factor in
OA. Benyon, Hill, Zadurian, and Mallen (2010) argued that SE in relation to coping
strategies is significant in foretelling factors for those suffering with OA. Benyon et al.
(2010) urge that extra research be done to assess how valued coping tactics are in the OA
battle. Low SE levels can lift the odds of negative patient outcomes for OA patients
(Swift, 2012). Since individuals receive health care treatment to improve their symptoms
and disease process, then high SE levels will be necessary for positive patient outcomes.
Several studies in the systematic review utilized gender as a specific factor in
their population. Harrison (2004) took a sample of women to determine the relationships
between balance, pain, level of OA, and SE, and the relative effects of SE, balance, pain
level, and level of OA on function. Harrison utilized ASES along with the Functional
reach test and the Western Ontario and McMaster Universities Arthritis Index. The
Functional reach test was developed by Duncan, Weiner, Chandler, and Studenski
(1990). The Western Ontario and McMaster Universities Arthritis Index was developed
by Bellamy in 2002 (American College of Rheumatology, 2015). Evidence from this
study suggested that SE is an important factor affecting the functional performance
outcome for knee OA sufferers (Harrison, 2004). One suggestion from this study’s results
is that SE must be addressed in health care management (Harrison, 2004). This
suggestion aligns with Swift’s (2012) statement that low SE levels are directly related to
negative patient outcomes. This project’s goal was to improve SE in OA patients so that
they may have improved outcomes. The evidence continues to identify that SE is a major
contributor of symptoms and functionality. SE should be an element of healthcare that is
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monitored closely. This project’s results were hopeful in influencing the health care
world to monitor SE levels to better serve their patients and elevate their health status.
There are a variety of patient education programs that have been utilized for
patient care regarding OA. Ekvall-Hansson et al. (2010) took the patient education
program for OA (PEPOA) from Primary Health Care in Malmo to evaluate its effects.
The purpose was to evaluate PEPOA’s impact on SE, self-perceived health, and function
(Ekyall-Hansson et al., 2010). This study was constructed as a single-blind, randomized
controlled trial using ASES and the EuroQol-5D scales to measure SE and self-perceived
health (Ekyall-Hansson et al., 2010). Function was measured separately for lower
extremities using five different functional examinations (Ekyall-Hansson et al., 2010).
The Grip Ability Test was utilized to measure function in the upper extremities (EkyallHansson et al., 2010). Results showed differences in the control and intervention groups
with the EuroQol-5D and in standing on one leg with eyes closed groups at baseline and
after six months (Ekyall-Hansson et al., 2010). These results favored the intervention
group (Ekyall-Hansson et al., 2010). These groups showed no other differences (EkyallHansson et al., 2010). Conclusions suggest that patient education for patients with OA
can improve self-perceived health and function to an extent, but not SE (Ekyall-Hansson
et al., 2010). Results could have been different if the participants viewed the initial and
final results of their self-perceived health status and functional balance. By showing an
individual that they progressed even though they were unaware of the forward
progression could have improved the results. Final suggestions for further research argue
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that the effect of exercise performance on function and SE is still needed (EkyallHansson et al., 2010).
Systematic reviews provide the highest level of evidence for EBP guidelines. A
systematic review performed by Marks (2014) reviewed whether SE related to arthritis
can increase, and if so, what are the best possible practice interventions. This systematic
review also investigated SE arthritis elements, the relationship between SE attributes and
arthritis symptoms, and whether there is a dose-related effect between SE thoughts
related to arthritis outcomes, management behaviors, coping, and pain control (Marks,
2014). Marks found that there is a dose dependent manner between an individual’s SE
thoughts and magnitude of arthritis disability. Furthermore, developing SE in individuals
can increase SE levels (Marks, 2014). The literature continued that developing SE,
whether with direct or indirect methods, can increase SE levels (Marks, 2014). This
systematic review illustrates that this topic needs additional testing through
nontheoretical and theoretical approaches to determine the role of SE in specific patient
outcomes such as physical, social, emotional, and functional statuses (Marks, 2014). The
literature continues to argue that SE is directly related to an individual’s level of OA
disability. This information urged a further look in to this topic.
Somers et al. (2010) utilized the Arthritis Impact Measurement Scales 2 and the
ASES measure to assess whether SE and severity of disease explained overall functioning
and pain in those suffering with rheumatoid arthritis. SE domains were identified as pain,
functioning, and other symptoms (Somers et al., 2010). Disease severity was defined as
abnormal joint count, physician’s rating, and C-reactive protein levels (Somers et al.,
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2010). Findings of this study show that severity of disease was directly related to each SE
domain, physical functioning, and pain (Somers et al., 2010). Furthermore, each domain
of SE was related to its respective functioning domain (Somers et al., 2010). Somers et al.
concluded that SE and severity of disease both impact the overall functioning of one
suffering with rheumatoid arthritis. Intervening in SE and severity of disease could
improve patient outcomes (Somers et al., 2010). While this study did not classify
participants by their disease severity such as Grades 1through 4 of OA, it would be
interesting to view whether the results matched Somers et al.’s results of disease severity
matching pain, physical functioning, and SE domain.
Arthur et al. (2009) investigated whether education and rehabilitation improved
behavioral conditions in arthritis sufferers. The identified behaviors include pain control,
managing stress, beginning physical exercise, controlling fatigue, consuming a nutritious
diet, using devices to protect joints, effectively communicating, becoming knowledgeable
about arthritis, taking prescribed medications as directed, and getting restful sleep
(Arthurs et al., 2009). All of these interventions match common treatment modalities
within the specialty of PMR. The outcome measures utilized were the Readiness to
Manage Arthritis Questionnaire, the Centre for Epidemiologic Studies-Depression Scale,
ASES, Health Assessment Questionnaire, and a medical status and demographic
questionnaire (Arthur et al., 2009). Results illustrated that readiness to manage symptoms
was significantly associated with psychological well-being (Arthur et al., 2009). This
allowed those administering the outcome measures to intervene in helping patients adopt
a new behavior when they were ready to handle the behavior change (Arthur et al., 2009).
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This monitoring brings patient care to a whole new level – intervening when one is ready
to handle behavior change. While this project did not monitor for an individual’s
readiness to change, it is a topic that needs to be more fully explored. Once an individual
adopts the behavior and can perform the behavior, this translates to self-management
behaviors (Arthur et al., 2009). Many studies exclusively targeted knee OA. Specifically,
Rejeski, Craven, Ettinger, Jr., McFarlane, and Shumaker (1996) reported that SE
contributed significantly to understanding perceived ability for knee OA. Knee OA
sufferers have a reasonable level of confidence for physical activity but knee pain can
significantly impact those beliefs and effect SE levels (Rejeski et al., 1996). Brand,
Nyland, Henzman, and McGinnis (2013) performed a systematic literature review and
meta-analysis about knee OA, arthritis self-management education, and ASES. Results
showed small to moderate positive effects (Brand et al., 2013). Brand et al. (2013) argued
that educational programs with exercises need to be established to better augment SE for
knee OA. Yip et al. (2007) performed a randomized controlled trial for knee OA sufferers
by implementing a self-management arthritis program. Yip et al. concluded significant
improvements in arthritis SE levels after the implementation of the self-management
program. Finally, Sunden, Ekdahl, Magnusson, Johnsson and Gyllensten (2013) used the
ASES when evaluating hip OA, physical function, and SE. Sunden et al. found that
positive SE and good physical ability are highly important factors in health-related
quality of life in hip OA sufferers. Many of these studies utilized the ASES measure to
monitor a participants SE levels with the reports of individual interventions. This project
director understands that ASES is a strong measure to continue with closing the
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knowledge gap on SE levels in persons with OA. The researchers listed above and others
which were not included in this manuscript have spent countless hours, days, and even
years studying these topics. They have proved and disseminated significant evidence that
SE levels are directly related to those suffering with OA. These results support the need
for an OA SE toolkit to improve patient care outcomes and ultimately affect positive
social change.
Archival and Operational Data
Archival Data
Archival data that the PMR clinic already collected included an individual’s
initial NPWP, initial history and physical, and VAS to determine potential subject. The
NPWP is a five-page document which gathers information about why the individual
arrived for treatment. Page 1 includes basic patient information such as name, age, home
address, e-mail address, telephone number, occupation, social security number, and
number of hours worked per week. The individual then checked what symptoms they
have experienced within the past 6 months and to describe their worst symptom, length of
having the worst symptom, what the symptom feels like, what they have done to help the
problem, and what activities they would like to do if it was not a problem. Further
questions include how the symptom affects their mental and emotional wellbeing, how
does it affect their work, and how does it affect their life. It concludes with what
interventions have been used to help relieve the problem and how much did the
intervention(s) help.
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The second page of the NPWP is a review of systems. These systems are:
constitutional, respiratory, musculoskeletal, gastrointestinal, neurological, cardiovascular,
skin, endocrine, psychological, and ear, eyes, nose, and throat. The patient then signs and
dates the form stating that all above information is true.
Page 3 of the NPWP is the past medical, surgical, family, and social history form.
The patient checks a box next to the medical disorder that they have been diagnosed with,
medical treatment they are currently receiving, body location where they had prior
surgery, any allergies that they have been diagnosed with, family history from their
biological parents and siblings, and social history to include smoking, alcohol,
recreational/illegal drugs, their employment/retirement status, and hobbies. The medical
provider reviews this information with the patient to ensure information accuracy.
Page 4 of the NPWP asks for a list of their medications, the reason for taking the
medication, dosage, length of time taking the medication, and who prescribed the
medication. Beneath this box, there are 17 questions regarding extremity/neurological
changes. Finally, Page 5 is the PMR clinic’s informed consent, patient consent for use
and disclosure of protected health information, consent to evaluate and treat a minor, and
a female pregnancy/X-Ray release with corresponding signatures of the patient and/or the
patient’s legal guardian.
Inclusion criteria for operational processes were adult age, diagnosed with OA in
at least one joint, primarily English speaking, complete 12 office visits in approximately
one month’s time, and complain of pain, pain-related disability, and pain-related
psychological distress on their initial visit. Exclusion criteria were persons denying
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English as their primary language, completed less than 12 office visits in approximately
one month’s time, age under 18 years, no clinical evidence of OA, and no complaints of
pain, pain-related disability, and pain-related psychological distress. These three
complaints were identified on the patient’s initial visit when they fill out their intake
questionnaire, history, and review of symptoms.
Pain was identified by their VAS score. The VAS is a 0 to 10 scale where 0
means “no pain” and 10 means “the worst possible pain imaginable” (Hawker, Mian,
Kendzerska, & French, 2011). The respondent was asked to draw a line perpendicular to
the VAS line which accurately represents their pain intensity (Hawker et al., 2011). The
scorer utilized a ruler to determine the distance on the 10-centimeter line between “no
pain” and the patient’s mark (Hawker et al., 2011). The range is from 0 to 100 (Hawker et
al., 2011). Measurements of zero to four centimeters are considered “no pain”, five to 44
centimeters are considered mild pain (Hawker et al., 2011). Moderate pain measurements
are 45 to 74 centimeters and severe pain measures 75 to 100 centimeters (Hawker et al.,
2011). No normal values have been established for this measure (Hawker et al., 2011).
Pain-related disability was identified by their complaints of “decreased
productivity”, “restricted in your daily activity”, “restricted household duties”, “hinders
exercise/sports”, “interferes with ability to do hobbies” and “other activities and unable to
work longer hours”. These were identified on the NPWP instrument. Pain-related
psychological distress was identified by their complaints of “moody”, “irritable”, and
“poor attitude”. Pain-related disability and pain-related psychological distress was
measured by a “yes” or “no” answer. These answers were collected by whether the
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individual checked the corresponding circle to the left of the symptom. If the circle was
marked, then the answer was “yes” to having pain-related disability or pain-related
psychological distress. If the circle was not checked, the answer was “no” to having painrelated disability or pain-related psychological distress. All new patients complete this
paperwork prior to seeing any health care team member. This new paperwork assisted in
initially identifying potential subjects by their subjective complaints. If their examination
aligned with their subjective complaints and the individuals met the inclusion and
exclusion criteria, they were potential subjects.
Operational Data
This section discusses the analysis of the organization’s operational data that was
collected in an organizational context but was not analyzed until after data collection.
This data was collected from adults who presented to the PMR clinic diagnosed with OA
who complained of pain, pain-related disability, and pain-related psychological distress
levels. Operational data included ASES scores before and after the educational toolkit
intervention and demographic data. After patients were diagnosed with OA and
complaints of pain, pain-related disability, and pain-related psychological distress, they
were given ASES to complete on their third office visit. The purpose of introducing
ASES then was to evaluate the before- aspect of the before-and-after EBP quality
improvement project. After approximately 12 patient visits or 30 days of treatment at a
PMR clinic and the introduction of the NIAMS (2015) Handout on Health: OA patient
education sheets on the patient’s third visit, a re-evaluation was completed in the form of
ASES. This evaluated the after- aspect of the EBP quality improvement project.
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Demographic data included an individual’s age and sex. To gain access to this
operational data, this project director conversed with the PMR clinic’s executive team.
The NPWP is kept in the respective patient’s paper chart under the “Reports” tab.
Furthermore, I needed to access subjective, objective, and assessment data to ensure that
all inclusive and exclusive criteria were met. This data also included the ASES
questionnaire pre- and post-NIAMS (2015) handout. To conclude, these archival and
operational data were relevant to the practice problem in this project by targeting adults
with OA to evaluate the promotion of SE in this population.
Evidence Generated for the Doctoral Project
Participants
The chosen population for this project were adults with OA who suffer from pain,
pain-related disability, and pain-related psychological distress. Since this clinic is in San
Antonio, Texas, the corresponding population was specific to the San Antonio greater
metropolitan area. The population was a mixture of men, women, Caucasians, Hispanics,
African Americans, and those of Pacific Islander descent. No ethnic or racial
characteristics were excluded from the quality improvement project. The adult age range
began at age 18 years. Their diagnosis of OA included any joint in the body with a
minimum of Grade 1 OA. For any vertebral OA, the corresponding diagnosis was
spondylosis, intervertebral disc disease with degeneration, and diffuse idiopathic skeletal
hyperostosis of the cervical, thoracic, or lumbar vertebrae. Their complaints of pain, painrelated disability, and pain-related psychological distress were identified when filling out
the NPWP upon their initial arrival to the clinic.
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The goal was to have a total of 20 participants to complete the project. Inclusion
criteria were adult age, diagnosed with OA in at least one joint, primarily English
speaking, complete 12 office visits in approximately one month’s time, and complain of
pain, pain-related disability, and pain-related psychological distress on their initial visit.
Exclusion criteria were persons denying English being their primary language, completed
less than 12 office visits in approximately one month’s time, age under 18, no clinical
evidence of OA, and no complaints of pain, pain-related disability, and pain-related
psychological distress. While this patient population appears limited, these criteria
ensured that participants were characteristic of the subsequent market populace
(Silverman, 2011).
Procedures
This proposal provided the basis for Institutional Review Board and facility
approval. The PMR clinic did not have an Institutional Review Board (IRB) committee
nor was affiliated with a hospital with this requirement. After Walden University IRB and
facility approval, patients were identified through inclusion and exclusion criteria as to
whether they were a candidate for this project. New patients came in for treatment
through various routes. Some received referrals from another provider and the remainder
came in for treatment after seeing an advertisement. Both sets of patients were
appropriate for this project if they met the inclusion and exclusion criteria. The relevance
of these participants to the practice-focused question directly related by ensuring the
participants were appropriate candidates for this project.

50
Upon arriving to the PMR clinic, patients were given the intake paperwork, the
NPWP, and were asked for an identification and insurance card. After the forms were
complete, they had their vital signs taken while speaking to a medical technician and then
spoke to the case manager to discuss any concerns before their free consultation was
complete. If the patient decided to continue with care, the medical or chiropractic
provider completed a history and physical. During the history, the provider reviewed the
patient’s complaints, performed a physical examination, and then ordered appropriate
radiographs. The patient had radiographs taken within the clinic. After radiographs were
taken, the patient was scheduled for a follow up office visit to review the examination
and radiograph findings.
At the end of each clinic day, the project team member and I reviewed new
patient information to assess whether the new patients were a candidate for this project
through inclusion and exclusion criteria. This was decided by the project team member
and I prior to the patient’s second visit. When returning to the clinic on their second day
of treatment, the patient had vital signs taken upon arrival. The patient was placed in a
patient room to have a review of findings of their physical examination and radiographs
that were taken during their first office visit. Then they were consented for medical
treatment and an appropriate medical procedure was often performed in the clinic the
same day. On the participant’s third visit, I or the project team member discussed the
DNP project with the potential participant. The project team member or I verbalized to
the potential participant that there is a project within the clinic for persons suffering with
OA.
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The individual was told that the project coincides with the treatment outlined on
their care plan which was created by the case manager from their health care provider’s
orders after their initial visit to include McKenzie rehabilitation exercises, medical
injections, and chiropractic adjustments. The care plan outlined the first month of
treatment. The individual was told that the only extra work that they are required to do
for the purpose of this study is to take the ASES questionnaire twice which takes a total
of up to 20 minutes and review the NIAMS (2015) Handout on Health: OA once with the
project director or project team member on their third visit, which takes approximately
ten minutes. With the measure only compiled of eight questions, the participant was
given 10 minutes to complete the questionnaire. The project team member or I were
available for help if questions arose. The participant was encouraged to review the
educational toolkit weekly at home but it was not a requirement. Home self-reviewing of
the toolkit would take approximately ten minutes per week for a total of 40 minutes. The
consent, which was completed before any project-related activities were performed,
included project purpose, goal, assessments, ASES measure, educational toolkit and
project process. The potential participant was told that the process takes approximately
one month’s time or 12 visits of treatment. The individual was told that it can be partially
completed at the PMR clinic and partially at home.
While following the Health Insurance Portability and Accountability Act and the
Privacy Rule, this student reviewed the consent form with the patient and answered any
further questions. Any patient agreeing to participate then signed consent for the project.
The DNP project discussion and consenting did not take longer than 10 minutes.
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Participants were asked to sign a release for the DNP project team to view their NPWP,
radiograph findings, VAS scores, and ASES forms to complete the project. This release
of information allowed this student to address whether a toolkit with information
regarding SE in OA improves self-management of pain, pain-related disability, and painrelated psychological distress levels. After individual consent approval, the participant
was given ASES to complete. The participant’s patient identification number and
corresponding date were handwritten on the ASES form by the project director or project
team member. Then the form was given to the participant. The individual was given 10
minutes to fill out the ASES. I or the project team member was available for questions in
case any arose. Questions were answered in an objective manner to avoid any skewed
results. Then the individual was given a paper form of the NIAMS (2015) Handout on
Health: OA. This was verbally reviewed with them by the project team member or I
while having the individual follow it by reading along. They were encouraged to read this
handout at a minimum of weekly during treatment. Then they began their treatment at the
clinic such as McKenzie Phase I rehabilitation exercises, medical treatment injections,
and chiropractic adjustments. McKenzie Phase I rehabilitation exercises were prescribed
based on the individual’s chief complaint with corresponding diagnosis of OA. Phase I
modalities included stretching and pain relief. Medical treatment injections such as joint
injections, nerve blocks, and trigger point injections were prescribed for the patient based
on their individual condition and findings. Joint injections included small to large joint,
administering Lidocaine 2%, Ketorolac, and/or a viscosupplementation preparation.
Steroids were rarely utilized. Nerve block injections included treatment from central to
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peripheral nerves administering Marcaine 0.5% and rarely, steroids. Trigger point
injections included injecting directly into a muscle spasm anywhere in the body with
Lidocaine 2%, Marcaine 0.5%, Ketorolac, or a mixture of these. Chiropractic adjustments
included manipulation of the cervical, thoracic, and/or lumbar spine and/or the
manipulation of a small to large joint back into socket. Visits 4 through 11, during their
first month of treatment, continued treatments of McKenzie rehabilitation exercises,
medical treatment injections, and chiropractic adjustments. At Visit 12, or the end of their
first month of treatment, ASES was administered again to the participant by the project
director or project team member. The individual was given 10 minutes to complete the
ASES. Securement and protection of this data will be discussed below under Protections.
The ASES tool, NAIMS (2015) handout, and NPWP align with the concept of
OA, SE, self-management and pain. Furthermore, these tools align with Bandura’s theory
of SE by working toward assessing and promoting SE. The NIAMS (2015) handout,
NPWP, and ASES are available for viewing in the appendices (see Appendix A, B, C).
This step by step procedure provided a systematic approach to successful data collection.
Protections
The Walden University Institutional Review Board (IRB) granted DNP project
approval and project proceedings began shortly after this action. My IRB approval
number is 08-16-16-0344132. The WU IRB reviewed and approved this project after the
completion and submission of the Standard Application for Research Ethics Review. In
regards to facility approval, this project director continued updating the facility executive
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team on project interventions. Only after the PMR clinic and the Walden University IRB
approval did I initiate DNP project activities.
Ethical considerations for this project were instituted by not putting identifiers on
the ASES measure forms which is also called de-identifying information. Patients were
tracked by utilizing their patient identification numbers which are initially given by the
clinic upon their initial visit. Under the Health Insurance Privacy and Accountability Act,
the Privacy Rule allows registries to obtain authorization from each patient (Gliklich,
Dreyer, & Leavy, 2014).
To recruit and develop working relationships with participants, noteworthy
strategies to follow include engaging in the community, educating individuals about the
barriers and benefits to being a participant, and planning an appropriate timeline for both
the researcher and participant (National Institute of Mental Health, 2005). The National
Institute of Mental Health (2005) encouraged that staff receive appropriate training to
communicate with potential participants and align recruitment measures with the purpose
of the project. To retain participants, this student clarified the long-term commitment to
the participant and community, communicated the study requirements including follow
up care, and ensured schedule flexibility (National Institute of Mental Health, 2005).
These strategies assisted in participants’ recruitment and retention to successfully
complete this project.
For participants, there were various measures that needed to be addressed to
ensure the participants were protected. The incentive for a patient to be involved in this
study was to potentially increase their SE in relation to their OA. For a secure plan of
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data retention, the corresponding clinic had a secure server in place with encryption (Iron
Mountain Incorporated, 2016). The secured data included the participant’s age, sex,
ASES scores and VAS scores. This along with shredding of paper files ensured privacy
safeguarding of all data. The ethical protection of consenting was performed in a secure
environment and filed in a folder until scanning into a secure encrypted server.
The project team member or I secured the measures right after participant
completion and store them in a file folder labeled ASES measures. The project team
member or I then secured the labeled folder in the clinic storage cabinet which was in a
constantly monitored room. The cabinet had a key lock. The only staff members who had
access were the providers due to their responsibility of keeping supplies locked up for
protection. These were then scanned into the clinic’s secure server which was encrypted.
The ASES assessments and consents were scanned into the computer and saved to the “e
(\\cerebrum) (Z:)” drive along with any files created to organize and analyze the data.
This ensured privacy safeguarding of all data. After this data was introduced into a
secured encrypted computer file, the paper files were shredded via First-Shred
confidential shredding after keeping them for 2 months after collection of the last data.
The ethical protection of consenting was performed in a secure environment and filed in a
folder until scanning into a secure encrypted server.
Participants could withdraw from study participation and this information was
included on the consent form (U. S. Department of Health and Human Services, 2010).
The plan to tackle this issue was to have all research activities involving that participant’s
participation in the project be discontinued (U. S. Department of Health and Human
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Services, 2010). These measures of data retention, incentives, privacy safeguarding,
consent process, and subject study withdraw guaranteed that subjects were protected
throughout this project. The only persons with access to this data included the PMR’s
Chief Executive Officer, the project team member, and myself.
Analysis and Synthesis
This project was distributed to individuals who meet inclusion and exclusion
criteria and consented to participation in the project on their second visit to the PMR
clinic to their 12th visit or one month’s time after beginning treatment at the PMR clinic.
This project was distributed via paper printout of the NPWP, ASES measure, and
NAIMS (2015) Handout on Health: OA. The results from the NPWP, VAS, and the
ASES measures were the main points of interest for the analysis and synthesis of this
project. Data to be analyzed were the age and sex collected from the NPWP, VAS pain
levels, and SE levels from the ASES measure. As previously stated, I did not discriminate
due to the individual’s demographics if they met the inclusion and exclusion criteria. I
correlated their age and sex with their responses to investigate whether age and sex
directly or indirectly relate to SE levels. No other demographic data was analyzed for this
project.
The system used for recording, tracking, organizing, and analyzing the evidence
was completed by this project director with the use of Microsoft Excel software. This
project director utilized Microsoft Excel to create a spreadsheet to record and track all
evidence. The spreadsheet was titled “KiserDNP-SETK”. The vertical columns were
labeled ASES, VAS, SEX, and AGE. The horizontal rows were labeled P1, P2, P3, P4,
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P5, P6, P7, P8, P9, P10, P11, P12, P13, P14, P15, P16, P17, P18, P19, P20 to align with
Participant 1, Participant 2, through Participant 20. I then took the results and typed them
into this spreadsheet. This form of recording and tracking also served to organize the data
and progression of the project toward successful completion. Microsoft Excel was
utilized to analyze the demographics from the NPWP, VAS, and ASES scores. After
scanning the ASES measures into the “e (\\cerebrum) (Z:)” drive of the encrypted secure
server, the project team member or myself recorded age, sex, VAS level, and SE
measurement in Microsoft Excel. The horizontal row was titled participant with their
corresponding patient identification number. The vertical column had titles age, sex, VAS
level, and ASES score. This allowed for another form of tracking and organization.
Analyzing the evidence was completed to view the ranges and means of age, VAS level,
and ASES score. Because age, VAS level, and ASES score are all numerical data, the
number provided by the participant was the same number input into Microsoft Excel. Sex
is not numerical, but can be afforded a numerical score. Men were labeled as “1” and
women were labeled as “2”. With the criteria for participation being at least 18 years of
age, the age range was no lower than 18. VAS begins at zero and ends at 10. ASES
begins at one and ends at 10. Microsoft Excel allowed for an organizational aspect for
analysis of collected evidence.
Arthritis Self-Efficacy Scale
ASES is a measure targeted at persons diagnosed with arthritis, provided in the
form of a questionnaire (Stanford Patient Education Research Center, n.d.). ASES
accurately establishes SE levels in the form of pain, pain-related disability, and pain-
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related psychological distress (Stanford Patient Education Research Center, n.d.). The
scoring is completed by using a one to 10 scale where one begins with “very uncertain”
and 10 is “very certain”. If two numbers are marked, the lower number is to be collected
(Stanford Patient Education and Research Center, n.d.). Inclusive measure recording is
the mean of the eight item scores (Stanford Patient Education and Research Center, n.d.).
Wilcox, Schoffman, Dowda, and Sharpe (2014) argued the validity and reliability of the
ASES as Cronbach’s alpha (0.87 to 0.94) omega (0.87 to 0.93), and greatest lower bound
(0.90 to 0.95) internal consistency measures were high (Wilcox et al. 2014).
Synchronized validity of ASES tallies were significantly correlated with all assessed
measures (P<0.05) (Wilcox et al., 2014). No modifications are needed in this instrument.
Visual Analog Scale
The VAS is a common scale which measures pain. (Hawker et al., 2011). The
scale is from zero to 10 where zero means “no pain” and 10 means “the worst possible
pain imaginable” (Hawker et al., 2011). The respondent will be asked to draw a line
perpendicular to the VAS line which truthfully represents their level of pain (Hawker et
al., 2011). The scorer utilizes a ruler to establish the distance on the 10-centimeter line
between “no pain” and the patient’s mark (Hawker et al., 2011). The range is from zero
to 100 (Hawker et al., 2011). Measurements of zero to four centimeters are considered
“no pain” and five to 44 centimeters are considered mild pain (Hawker et al., 2011).
Moderate pain measurements are 45 to 74 centimeters and severe pain measures 75 to
100 centimeters (Hawker et al., 2011). Hawker et al. (2011) argues that there have been
no normal values for this numerical scale.
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Evidence Synthesis
To assure the evidence integrity, the project team member and I warranted that the
subject understood the corresponding information by answering all verbal questions that
arise during the course of the study. These questions were related to the ASES measure,
VAS measure, or NIAMS (2015) handout. To manage outliers, I did include them into
the results. Keeping the outliers in any study has been argued to benefit the study
(Osborne & Overbay, 2004). The reasoning is that as a result the study findings are more
representative of the entire population (Osborne & Overbay, 2004). Missing information,
a common issue in the research world, can cause concerns of skewed results and
confidentiality. Prevention is the fighting factor against missing information (Dziura,
Post, Zhao, Fu, & Pedruzzi, 2013). During implementation, it was important to follow,
collect, and safeguard complete data to reduce the risk for missing information (Dziura et
al., 2013). As with anything, unexpected issues may arise. Having a plan to circumvent or
revise the consequence is a necessity for research.
The analysis and synthesis of the target outcome was completed by assessing
change in ASES scores using percent change calculations. VAS results were also
assessed to determine the patient’s perception of pain. The analysis and synthesis of
ASES will provide an accurate message to address the practice-focused question by
showcasing the change in SE levels of persons suffering with OA. To analyze and
synthesize the data, I took the pre- and posttoolkit administration ASES measure results
and calculated the percentage and numerical difference to show change. ASES scores
begin at “1” equaling very uncertain and “10” equaling very certain. The observed range
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is “1-10” (Stanford Patient Education Research Center, n.d.). If the percentage difference
is positive, it will correlate with a more confident response. Similarly, if the percentage
difference is negative, it will correlate with a less confident response. Furthermore, age,
sex, VAS, and ASES means and ranges were classified. These analyses and syntheses
will illustrate whether the NIAMS (2015) toolkit regarding SE in OA improves SE in
patients with OA.
Summary
This DNP project describes the identified problem of low SE levels in persons
suffering with OA. A real-world experience with an OA suffer sparked my interest in this
topic. This project outlines a plan for the entire mission from initial thoughts and
hypothesis to data collection. This before and after EBP quality improvement project
used ASES scores to assess whether SE improved in these OA patients. In the following
sections, I will discuss project findings, recommendations, and the plan for
dissemination.

61
Section 4: Findings and Recommendations
Introduction
In this section, I will discuss the findings of the project with correlating
recommendations. To review, the local nursing practice problem that I focused on in this
doctoral project was identified low SE levels in adults with OA. The identified gap in
practice was the lack of a SE toolkit for adults with OA. The practice-focused question
asked whether a toolkit with information regarding SE in OA improves the selfmanagement of disease-associated symptoms in adults with OA as assessed by the ASES.
Finally, in this doctoral project I used a before and after quality improvement project to
evaluate SE in adults suffering with OA.
The sources of evidence I used were the ASES measure which was operation data
collected to assess the target outcome. The evidence was obtained on the participants’
third visit and on their 12th visit, in approximately one month’s time. Furthermore, the
VAS was assessed along with demographic data including the participant’s age and sex
Finally, the analytical strategies that I used in this doctoral project calculated the
percentage difference of the pre- and posttoolkit ASES scores for a change with toolkit
use.
Findings and Implications
In this project, I enrolled 45 participants, 20 participants were men and 25
participants were women. At approximately 30 days, or by their 12th visit, only 35
participants had followed through with their plan of care, completing the project and
providing outcomes data. Therefore, there were 35 participants (78%) that completed the
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program and contributed data to assess the outcome. Of those who completed the project,
16 were men and 19 were women. Their ages ranged from 27 years to 91 years. The
mean age was 62 years. The median and mode age respectively were 65 years and 65
years. I used the ASES to determine the project outcome. Preproject ASES mean,
median, and mode were 6.979, 7.625, and 10. Postproject ASES mean, median, and mode
were 7.406, 7.812, and 8.75. Simple calculations using percent difference pre- and
postproject intervention provided the project results. The pretoolkit values of the ASES
were subtracted from the posttoolkit ASES values to determine the difference pre- and
postproject. Because ASES is a numerical measure with a 10-number scale, the
calculation is simple on a 100% level. The pretoolkit mean ASES, being 6.979,
subtracted from the posttoolkit mean, 7.406, equals 1.184. This can be translated to a
positive change of 11.84%.
The identified changes from preproject intervention to postproject intervention
showed that there was a positive change between the ASES scores of pre- and posttoolkit
intervention. The project outcome was reflected via the ASES measure and the results
show a positive outcome of 11.84% improvement. This means that I captured data of
improved ASES levels after toolkit intervention. These results indicate that the
intervention with the NIAMS (2015) Handout on Health: OA was successful in
improving ASES levels.
The results of this project suggested a positive outcome as ASES scores
improved, showing increased SE. This project can be duplicated to further evidence on
increasing SE in OA patients. For example, the posttoolkit ASES scores could be
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assessed after a longer length of treatment. An example of this would be after 2 months
of treatment rather than after 1 month. This suggestion is plausible because during the
first month of treatment, the individual follows rehabilitation exercises from the
McKenzie Phase 1 program. This phase focuses on pain reduction and stretching
(Mooney, 2005). Phase 2 is more targeted on strengthening of the affected area because a
strong muscle is less likely to become reinjured than a weak muscle (Mooney, 2005).
Individuals show greater improvement in SE if they have more time to review the
NIAMS (2015) toolkit either in their home setting or with a member of the healthcare
team. While participants were not required to review the toolkit at home, they were
encouraged to read it once per week during treatment. A realistic expectation for a
follow-up project would be to review the toolkit with the participant in the clinic setting
weekly during treatment. This intervention may show even higher improvement in ASES
scores.
I also collected VAS to determine pain levels. The VAS was included in this
project due to published literature stressing the common link between pain and SE levels.
Interestingly, the VAS scores did not show a reduction of overall pain scores. Overall
VAS scores ranged from 1/10 to 10/10. The overall mean, median, and mode VAS scores
were 6, 7, and 8. Preproject VAS scores were 6.222, 7, and 8. Postproject VAS scores
were 5.778, 6, and 10. The posttoolkit mean VAS, being 6.222, subtracted from the
posttoolkit mean VAS, 5.778, equaled -0.444, which was a negative change of 4.44%. So
while the results of this project did show a positive project outcome with an increase in
the SE level via the ASES, they did not show a reduction of the pain scores. I recommend
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further studies going forward to determine the correlation between the ASES and VAS
scores in improving SE in OA patients. In relation to changes in VAS levels, there was a
negative change between the VAS scores of pre- and posttoolkit interventions. This
means that I captured data of higher VAS levels after toolkit intervention in this project.
My analysis and synthesis of the collected evidence suggested that the results may
have been more favorable if this project was directed in a different manner. For example,
VAS results may have been more favorable if the posttoolkit VAS scores were taken after
a longer length of treatment. An example of this would be after 2 months of treatment
rather than after 1 month. This suggestion is plausible due to the regular flow of PMR
treatment described above to include rehabilitation, medical injections, and chiropractic
care. These are all realistic reasons for the VAS results as well as plausible
recommendations for change in future quality improvement projects to obtain the best
possible outcomes to influence positive social change.
In terms of individuals and the community of San Antonio, Texas, from this
project I can conclude that individuals may benefit from an OA toolkit to improve SE in
OA patients. Recommendations for further study include allowing more than 1 month of
time to use and learn from the toolkit. The findings of this project have the potential to
impact positive social change. Since these results showed that there was a positive change
in ASES measure levels pre- to posttoolkit intervention, this information can be used by
various researchers and health care specialists as a reference toward further projects in
this area of interest. It is also possible that this project be replicated with the suggested
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recommendations to attempt obtaining further evidence as to how to best increase SE in
OA patients.
Recommendations
My proposed solutions to furthering the aims of this project in future studies
include lengthening the project by at least 1 month, reviewing the NIAMS (2015)
handout weekly in the clinic with the participants, and reducing the number of variables
in project participants. Lengthening the project and reviewing the NIAMS handout
weekly could allow additional time for the patient to benefit from their care and trying
out the suggestions in the toolkit. Furthermore, reducing the number of variables in
project participants would allow the project to be much more specific and to reduce
outlier interaction which could skew the results.
Another recommendation of mine would be to use the 20-item ASES
questionnaire rather than the 8-item ASES questionnaire that was used for this project.
By collecting additional related data, it is possible that the results would be more diverse,
making the project results significantly different from the results of this study. A further
recommendation would be to use the updated NIAMS (2016) Handout on Health: OA.
This toolkit was updated by experts within the National Institute of Health. While this
newer toolkit does not include self-care measures, it still may provide significant benefit
to adults suffering with OA. If these changes were made and a similar project was
completed, it is possible that the results would be significant that the SE OA toolkit
reduced VAS and improved ASES scores.
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The following proposed solutions would potentially address the gap-in-practice,
as informed by the findings that I discussed earlier in the section to include the NIAMS
(2015) Handout on Health: OA into the plan of care for every individual diagnosed with
OA. My proposed policy would state:
1. Identify an individual who complains of joint pain and joint stiffness as a
complaint for needing to be seen for medical treatment. The joint pain and
joint stiffness does not need to be their chief complaint; it can be identified in
their review of systems. Then, have the patient complete the VAS and ASES
measures.
2. Bring this information to the attention of the patient’s medical provider. After
a diagnosis of Grade 1 to Grade 4 OA of joints, spondylosis of the spine,
intervertebral disc disease with degeneration, or diffuse idiopathic skeletal
hyperostosis, provide the patient with the NIAMS (2015) Handout on Health:
OA packet. Review this packet with them at their visit via verbal and visual
stimulation. If possible, review this packet with them weekly. If that is not
possible, encourage that the patient review this packet a minimum of weekly
before their follow-up visit.
3. At the patient’s follow-up visit, answer any questions regarding the toolkit.
Evaluate the effectiveness of the toolkit. If any concerns, notify the medical
provider to discuss concerns with the patient. Reevaluate the patient with the
VAS and ASES measures. Record and monitor this information within the
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patient record at least once throughout their care at the healthcare setting in
question.
My recommended implementation procedures for this project include making an
implementation plan, having a central point of contact for questions, ensuring a strong
contact for communicating with stakeholders, having copies of the final approved policy
and implementation plan for those involved in the process, using various communication
methods for policy announcement, and finally, procuring information to supplement the
need for following the new policy (International Resource Center, n.d.). The central point
of contact for questions and the strong contact for stakeholder communication would be
the nurse manager/leader. Copies of the policy and plan as well as supplemental
information for policy use would be available throughout the health care arena. Finally,
the policy could be communicated through e-mail, health care organization web sites,
electronic and print newsletters, and face-to-face presentations (International Resource
Center, n.d.).
My recommended evaluation procedures for this project are engaging
stakeholders, explaining the program, focusing the design of evaluation, collecting
credible evidence, justifying conclusions, and ensuring the use and sharing of learned
lessons (Koplan et al., 1999). To engage stakeholders, the executive team would be
briefed on the project and evaluation process so that they may guide and assist with
necessary procedures (Koplan et al., 1999). The program would be explained to all those
involved in the evaluation. The evaluation design would need to focus on the evaluation
purpose, uses, users, methods, agreements, and questions (Koplan et al., 1999). This
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would give more information to guide the evaluation process to all involved. Collecting
credible evidence is the fourth step because high quality data are required for decision
making (Koplan et al., 1999). Those collecting data must ensure proper protocols and
precautions are taken so that data are as pure as possible. Conclusions must be validated
prior to use so that these results can be utilized (Koplan et al., 1999). This action could be
completed by the evaluation team and stakeholders. Principles, exploration and synthesis,
clarification, reasoning, and approvals all need to be identified with the evidence to
rationalize conclusions (Koplan et al., 1999). Finally, safeguarding use and sharing
learned lessons are actions which need to be taken deliberately to appropriately use and
disseminate information (Koplan et al., 1999). Confidentiality and educating others about
the evaluation process will ensure that data were kept safe and knowledge is shared
throughout the community (Koplan et al., 1999).
Contribution of the Doctoral Team
The success of this project would have been diminished without the help of the
doctoral project team member. This individual was assigned as a project team member to
assist in consenting participants, tracking information, and disseminating and collecting
the ASES questionnaire and NIAMS (2015) handout. I held weekly conferences with the
team member to discuss project progress and insights. Nonscheduled meetings were
unnecessary. The team member’s responsibilities were carried out daily to obtain
participants and for project activities.
The team member and I had very similar beliefs on final recommendations
postproject. These beliefs included making patients partly accountable for their care. This
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means that an individual should take responsibility to use the self-management
techniques taught by the health care team members coordinating their care. At the end of
the project and after seeing the numbers, the project team member was also surprised at
the results but agreed with the recommendations about altering project processes in a
follow-up project to have a tighter grasp on putting the project in the correct direction.
I plan to extend this project beyond the DNP doctoral project through
dissemination. I will further discuss dissemination strategies in Section 5. With the
information disseminated, I hope to have all medical and health care specialties who treat
adults with OA contemplate the project results and consider a follow-up project while
following the recommendations to continue the forward movement of improving patient
care, EBP, and influencing positive social change.
Strengths and Limitations of the Project
With any type of project, strengths and limitations are a part of the real-world
setting. One identified limitation was that more often than not, PMR patients need more
than just 12 visits or one months’ worth of treatment in order to successfully manage
their condition. This project did not allow for that to be tracked. Another limitation
related to clinic proceedings was that on busy days, not every patient received every type
of therapy offered. This could have hindered the individual’s progress toward a higher SE
levels. Due to the minimal changes in ASES levels, a limitation could be that the
participants did not fully understand the ASES measure and thus the reason why there
was little change in scores. Limitations are always tried to be minimized but oftentimes
‘life happens’ and alternations need to be made to make the best of a situation.
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One strength of this project was the high level of organization kept throughout the
entire project. I kept all pertinent paperwork in its assigned area to avoid confusion and to
assist with project ease. Another strength of the project was the positive communication
loop between the project director and project team member. This communication was
reviewed on a minimum of a weekly basis but was often performed daily. A high number
of participants were recruited for this project which is labeled as another strength. While
a few individuals declined, most agreed. The consenting process became smoother with
each potential participant. While the entire project was planned to be strong, some
aspects stand out as being stronger than others.
Recommendations for future projects addressing similar topics and using similar
methods include lengthening the time between toolkit implementation and the final
evaluation of any changes in ASES, reducing patient/participant load per day to
successfully treat each individual with all of the care that was ordered, using the 20-item
ASES questionnaire rather than the 8-item ASES questionnaire, reviewing the NIAMS
(2015) handout weekly in the clinic with the participants, and reducing the number of
variables in project participants. These recommendations could improve project processes
and thus improve patient outcomes by improving ASES scores.
Summary
To summarize, this study resulted in elevated SE levels after implementation of
an OA SE toolkit by 11.84%. A recommendation for use in practice is to implement a
protocol to identify and enhance low SE levels in adults with OA. This protocol can be
implemented in a variety of settings. The project team member was paramount in
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assisting toward project operations and the goal of this project which was to improve SE
in persons suffering with OA. Strengths and weaknesses are conditions that arise in
project completion. As long as we learn from these strengths and weaknesses and learn
from them, we are better able to grow as nursing leaders.
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Section 5: Dissemination Plan
Dissemination Plan
It is my goal to disseminate these findings via manuscript publication. Manuscript
publications can provide the audience with the full scholarly project (Bordeaux et al.,
2007). The PMR office study site for this project found low SE levels in adult OA
sufferers. This manuscript publication of the results of my project will provide the
executive team of all health care organizations the entire project process. This
information would assist in guiding future projects and tailoring patient care.
The audiences and venues that would be appropriate for dissemination of the
project to the broader nursing profession include medicine, chiropractic, physical therapy,
and even psychology. Venues for this information include outpatient clinics, inpatient
wards, surgical centers, and health care schools. This information would be useful in
these specialties by showing how important patient education can be to an individual’s
plan of care.
Analysis of Self
As a practitioner, I always have tried to treat the patient the way that I or my
family would want to be treated. While most of the time, I know I have accomplished
this, I also know that there is room for improvement which I plan to work on as a longterm professional goal. Sometimes in a time-sensitive situation, I may not have addressed
every patient need. I am sure to follow up with these patients at their next visit. This
project experience has altered my practice by ensuring that individuals understand the
instructions I give them prior to proceeding with any activity. My present state of practice
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has been altered to take my time with each patient to ensure that they receive the best
possible care.
As a scholar, I have always strived to stay abreast of my responsibilities to avoid
procrastination and to ensure that I am aware of all my necessary duties. This skill
assisted with the project experience by not allowing me to be behind schedule. I keep a
to-do list in my active work area so that I may review it several times per day and work
on tasks during any downtime. As a project manager, I did my best to follow my prior
plan with data collection tracking, meeting with my project team member, and having an
organization system in place. Again, having my tasks out in my active work area ensured
that it was always in my view. This helped the project experience move in a smooth
manner by following up with every participant. I also use this skill in my present state.
Finally, as a long-term professional goal, I plan to continue using this skill and perfecting
it to become as efficient as possible.
The completion of this project marked a very special day for me. I finally
completed my doctoral project. There were challenges along the way. One challenge was
that the NIAMS (2015) Handout on Health: OA was updated to the NIAMS (2016)
Handout on Health: OA in May 2016. This was not noticed until the project had begun
because the research for this toolkit was performed at the end of 2015 and the beginning
of 2016. I decided to keep the NIAMS (2015) Handout to keep everything the same
across the board. I had to make copies of copies which needed some fixing with the toner
text exposure on the copy machine. The 2016 version had cut information from the 2015
edition. I do not know why the editions included deletions of the prior toolkit. Maybe
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NIAMS had new research that encouraged a greater amount of teaching on other
subtopics in the specialty area.
Another challenge was that I saw some very high SE levels in patients that just
began care at the clinic. One reason I could contribute to this was because most of these
patients have had to deal with their pain and suffering for days to decades and had most
often been seen by other health care providers before having any PMR treatment. They
most likely had previously learned self-management strategies that boosted their SE
levels. I still included these outliers in the project numbers.
I gained many insights on this scholarly journey. The first one is to be patient and
to use all of the help at your disposal. There is so much work to be done as a scholar and
using someone else’s assistance will take some work off your load. Second, it is okay to
be particular. For example, it may have been helpful for me to be more selective on the
inclusion and exclusion criteria for the participants in this study. Another insight is to not
rush anything. Rushing can lead to mistakes or misinformation which helps no one and
can cause more work in the long run. Finally, stay organized. Even if you think cutting a
corner will save some time, you will regret it. Make notes along the way in an organized
manner and that information will help immensely throughout the project process. I will
carry these insights along and use them again in the future to make myself become more
successful in all that I do.
Summary
This document has served as the proposal and final study for the before and after
quality improvement project to guide project implementation and to report final study
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results. To review, the purpose of this project was to promote SE in patients with OA.
The identified gap in nursing practice that I addressed with this project was the lack of SE
in OA patients. The project question I developed asked whether a toolkit with
information regarding SE in OA can improve the self-management of disease-associated
symptoms in adults with OA. My goal with this project was to improve SE in OA
patients. SE, pain, self-management, and OA were the concepts used to inform this
doctoral project. Bandura’s theory of SE was used as the theoretical framework of the
doctoral project. The study site was a PMR clinic in San Antonio, Texas where I
conducted this project using ASES. VAS data were also tracked throughout the project.
The SE OA toolkit I chose to use for the project was the NIAMS (2015) Handout on
Health: OA. The guiding analytical strategy was calculating the percentage difference of
pre- and posttoolkit ASES scores for a change with toolkit use. The results indicated that
there was a positive change of ASES scores of 11.84% between pre- and posttoolkit
intervention. Implications for nursing practice and for positive social change include
using this information as an indicator for the implementation of my proposed project to
improve SE levels in OA patients and as a reference for future research in this area of
domain to continue to combat the destructive social-cognitive effects of OA.
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